Of all the upsets which can happen to the infant or child, it would be safe to say that none is as alarming to the parents as a convulsion. A good knowledge of the causes of convulsions is therefore essential, if one is to handle the situation well, and relieve the parental anxiety with authority.
The diagnosis may sometimes be difficult, for even 'windy pains ' with screaming may simulate a convulsion in the parental mind. More often than not, we must base our diagnosis on the description given to us by the parents, as the attack is over before we see the child. Petit mal may be so fleeting that it can, for some time, be mistaken for a mannerism by the parents.
When called to a child with a convulsion nothing can replace a very careful physical examination. The throat and ears should be viewed to exclude infection; the heart, lungs, and abdomen should also be examined, and, when possible, a specimen of urine should be analysed for sugar, acetone, albumen, blood, or pus. The eye grounds should be scrutinized for papilloedema and it should be ascertained whether there is a squint; the remainder of the central nervous system should be run over, and this examination should include testing for Kernig's sign. An examination of the nervous system of an infant or child is less informative than that of an adult, as the presence or absence of, for example, the knee jerks, is not so significant.
I propose describing what is usually called epilepsy ' last of all.
Since convulsions are a symptom and not a disease, it would be well to begin by enumerating the various conditions which will give rise to this symptom. In very young children it is extremely difficult to differentiate early epileptic cases from those with the symptomatic convulsions we have just been discussing, especially if it is the first convulsion.
Epileptic seizures are not common in babies, but by 6 years of age they begin to show up rapidly, and by 10 years, one-half of all epileptics have had their first attack. Although often we cannot find a true organic basis for the fits, recent investigations with the electroencephalogram have proved many cases to have an area of scarring or old degeneration or under-development, or some early tumour formation, and these may be proved at operation. Electric potentials are present in the living brain cortex, and they arise from the nerve cells of the cortex. In infants these potentials are slow, say under 6 per second, but in children, aged 3 years, they have risen to 7 per second. They reach 10 per second at 10 to 15 years, and this is the adult pattern. With any disturbance in brain function, such as that caused by an expanding lesion, brain degeneration, or epilepsy, slow waves make their appearance, and may appear in hyperventilation or over-breathing. Behaviour problem children often show cerebral asymmetry. Generally speaking, slow frequency waves and bilateral asymmetry found in those above infancy suggest functional abnormality of the brain, but no sweeping conclusions can be drawn.
Large numbers of convulsions cause punctate haemorrhages into the brain, and ultimately cerebral sclerosis and softening may occur.
The picture of a fit may be divided into the aura, the loss of consciousness when the child often falls down, the convulsion which follows with its tonic and clonic phase, and finally relaxation and sleep. The loss of sphincter control is frequent.
In a petit mal attack, these 'absent moments', or little turns, may last a moment or two only. There may be several dozen in the day. The sequelae of attacks may be mental confusion, transitory hemiplegia, or status epilepticus.
Psychomotor Attacks. Some children get temper tantrums and screaming attacks which are either present by themselves or interspersed between grand mal and petit mal, or which take the place of the big or little attacks. One should mention that attacks at night are on the whole more common than those in the day time.
Treatment of Epilepsy. The following drugs are particularly useful in each type of convulsion. In cases of grand mal, or convulsive seizures, phenobarbital, dilantin (epanutin), mesontoin, mebaral, or dilantin and bromides should be used. The use of tridione is contra-indicated.
In psychomotor seizures dilantin is the only drug which is generally useful, and may be combined with tridione. Phenobarbital is disappointing. Mesontoin may be helpful.
In cases of petit mal, phenobarbital, mebaral, glutamic acid, amphetamine sulphate (benzedrine), and dilantin have all been used, but tridione is the drug of choice.
Grand and petit mal should be treated as grand mal.
In status epilepticus phenobarbitone (sodium luminal) should be given by injection, and paraldehyde rectally or intramuscularly.
It Psychotherapy is a very useful supportive therapy and is most important. The convulsions affect both the child and the parents psychologically and it is important to be optimistic. Exercise and activities, for example, swimming and bicycling, should, however, be restricted where the safety or the rights of others are involved. Feelings of guilt on the part of the parents because of possible hereditary causes of the child's illness must be combated, and the family and patient should be advised to live as if this disorder did not exist. The child's mind should be kept thoroughly occupied.
The gloomy prognosis usually given is not justified, according to Lennox.* It is impossible in an individual case, particularly if the child is very young, to forecast the mental state the child will attain in adolescence. Since this appears to be a fact, it is much better to give the parents a most guarded outlook for the future except in the case of children whose mentality is obviously grossly affected. Also, it used to be taught that there was steady mental deterioration, but one must conclude that this is now quite incorrect.
